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Objective: This study analvzed the outconie of a 4-maonth mtensive wmpatient program for
combat-reluted posttraimatic stress disorder (PTSD) among Nietnan veterans, Method: The
subjects were 31 male veterans with PTSD who completed the inpationt treatment program.
Compreliensive nmcasures of PTSD and psychiatric svinptoms, as well as social functioning,
weere assessed at admission, discharge, and 6, 12, and 18 months after discharge. Resudts: The
overall stidy gronp showed an increase in symptoms from adnussion to follow-up and a
decrease v violent actions and thoughts and legal probleims. Family and terpersonal rela-
tionships and overall morale were improved at discharge but then returned to pretreatment
levels at 18 months. Patient cvaluations also indicated that the progrant affected morale and
miterpersonal relationships but not symptonss. Conclusions: The chraome nature of combat-re-
lated PTSD among Vietnam veterans is evident. The study raises the possibidity that long-terin
intensive inpatient treatment is not effective, and other forms of treatinent should be considered
after rigorous study of such variables as length of stav, trawna versus rebabilitation focus, and

patient characteristics.

(Am | Psychiatry 1996, 153:771-777)

S ince 1978, 26 specialized inpatient posttraumatic
stress disorder (PTSD) units have been established
at Department of Veterans Affairs (VA) hospitals.
These units have attempted to provide a comprehensive
and intensive therapeutic milieu for Vietnam veterans
suffering from PTSD (1-4). A wide range of modalities
are offered: trauma groups, exposure therapies, psy-
choeducation, family therapy, creative arts therapies,
medication, and rehabilitation. Length of stay is typi-
cally 90-100 days, and both cohort (in which eight to
15 veterans are admitted as a group) and continuous
admissions models are used.

There have been a number of clinical descriptions of
these programs and impressionistic reports of their ef-
fectiveness (3~12). However, there have been only a
few empirical studies of these units (13-18), most of
which have used questionnaires sent to graduates, with
low return rates and incomplete measures. Boudewyns
et al. (13), for example, found that patients rated by
their staff as successes or failures could not be differ-
entiated on any clinical outcome measure at 3-month
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follow-up. Patients who had received an exposure-
based treatment tended to show greater improvement
than those who did not. Scurfield et al. (15) found im-
provement in the areas of self-esteem, interpersonal re-
lationships, numbing, and arousal, but no change on
the Mississippi Scale for Combat-Related Posttrau-
matic Stress Disorder, among graduates of a PTSD unit
program. However, a response rate of 48% and widely
varied follow-up intervals make interpretation of these
data difficult, Hammarberg and Silver (18) found that
at 1-year follow-up after a 90-day PTSD unit treat-
ment, PTSD symptoms were unchanged from admis-
sion levels, and level of anger had increased. Perconte
(14), assessing a partial hospital program, also found
that at 1-year follow-up significant symptom relapse
had occurred, although employment and rehospitaliza-
tion rates showed improvement. Overall, the data
from these initial studies of inpatient treatment suggest
few sustained improvements. Even outpatient treat-
ment may have limited effects (19, 20). Frueh et al.
(19), for example, found no change in symptoms of
39 veterans in outpatient treatiment over a 3-year pe-
niod. Fontana and Rosenheck (20) found no symptom
Improvement in veterans in outpatient treatment after
4 months through a 2-vear follow-up.

Special problems for current treatment efforts include
the fact that 1) intervention occurs more than 20 years
after the war trauma; 2) many other problems such as
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substance abuse, homelessness, poverty, unemployment,
and associated psychiatric conditions have developed that
u)lnphuu the condition (21-23); and 3) availability of
VA service-connected disability payments may confound
motvaton for treatment. Several reports indicate that
morale and social support may be the most amenable to
m;mmun treatment, w]nk the other outcome domains re-
m Al ed (14, 15,18)

|
am es I 18 15, 18).
The inpnrlcnr setting has nevertheless been viewed by
many experts as the best opportunity to address core
]’TS[) svmptoms in a relatively safe environment (2, 3,
. The exploration of rraumatic experiences, both in
mdmdu hand group therapy, has long been viewed as
an essential component of PTSD treatment (1), Intense
states of anxicty and arousal occasioned by such review
arce often assumed to be best managed in inpatient set-
tngs with sufficient lengeh of stay to allow the working
through and integration phases of treatment to begin.
Anmpatient stay may also be the best place to deliver
comprehensive services, such as family therapy, voca-
vonal guidance, and rchabilitation.

Nevertheless, these assumptions need to be tested.
Long-term stays in hospitals remove patients from their
social context. Dircet exploration of traumatic material
may cause increased distress or divert attention from
current hife problems (c.g., unemployment, family cri-
ses). Clinical observations indicate that some patients
may get worsc after intensive inpatient treatment, either
because they are generally on a downward course or
because they arc overwhelmed by the direct confronta-
ton with their symptoms and history (14, 16). Brief
ipatient treatment focused on stabilization rather than
exploration may be a preferable alternative for many
PTSD patents.

The purpose of this study was to assess treatment
outcome at regular intervals, from admission through
discharge to 18-month follow-up, in a group of patients
who entered one PTSD unit. Standardized measures of
a broad range of symptoms and social functioning were
assessed through both clinical interview and self-report

questionnaires at all time points.

METHOD

Setting

This study was conducted on a multidisciplinary, specialized inpa-
tient treatment program for Vietnam veterans. Veterans were admit-
ted in cohorts of 14 every 4 months for a 15-week program. Rigorous
screening procedures were employed before admission in order to
identify veterans with PTSD, according to DSM-III-R criteria,
through clinical interviews and review of medical records. Combat
experience was confirmed by review of their military files. Generally,
vererans were required to have achieved a degree of stability in their
symptoms {e.g., no cuiudal ideation for 60 days, sobriety for 90
days), social functioning (e.g., established living arrangement, family
mvolvement in program), and previous outpatient treatment. Because
the program was oversubscribed, veterans waited 4 months on aver-
age before being admitted. Written informed consent was obtained
from cach patient after all the procedures were fully explained. All
procedures were approved by the hospital human investigation com-
mitrec. Upon admission, medication regimens were stopped for most
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patients in order to assess therr basehine chimeal state and to conduct

a number of neuropsvehiatric, psvehophyvsiologic, oand pavcholom
cal studies. Wich few exceprons, their sympronis hi u] had no oronly
partial response o medication. At the conclusion ol the prosram,

most patients had been placed on the bese possible medicanon e
men as determmed by ther attending psychiatise

The rreatment program amed o faciliate the remtegration of the
\ctinam veteran mta American society, his tannh cand veterans
croups rather than an mrensive exploraton of hus Victnam exper
ence. s approach has been catied o second seneranon progiam

245 The program consisted of three phases: The tist phase prepared

the veteran to examine his raumane experences through relasation,
sleep, and anger management trannmg and allowed the saart 1o con
ductafarrhe extensive review ot his bteand dhess Creauve anis thera
pres were used tomerease his expressiveness and comfort with cino
ton. The second phase tocused on review ot the oaumas s hoih
croup and mdnadual therapy and then cmploviment ot cosmnne e
structuring techmques o aler the vereran™s attndes toward them
The amm was to make the veteran aware of the dearee to which he
continued to hve mothe pase and o redirect s anention toward
meaningtul relanonships and activivies i the present. The third phase
focused on engagenmient with the communey, fanuhy therapy, and
Pl.]nnln; tor [ht' future. \‘(lllll”('("l' SCPVICe m k'()l”l”\ll]l[_\ AUCTIVTON O
well as famly mectungs provided opportuniues for the veweran o
work on his relationships with people other than his vereran cohort
During cach week pauents attended approxiately 32 hours ot man
datory groups and several hours of individual therapy, conducted
within a ughtly structured schedule.

Comparnon of the treatment program swaith other PESTY anns was
made possible by a nanonal survey of PESD anies, which assessed
cach treatment modaliny oftered in these programs by method and
content arca (7). Time spent i various treatment modalities i this
PTSD umit was balanced among exploratorv-expressive (34%), be-
havioral practice (3294), and cducanonal (15%) methods. Content
arcas (by pereentage of program tme spent) included current rela-
tonships (44%, life <kalls (259}, war zone experiences (16%), and
PTSD svmproms (1H2G). These pereentages are largely comparable
with national means for VA PTSD units (7), with exceprions being,
areater emphasis in this program on behavioral practice and current
relationships and less emphasis on PTSD symproms, consistent with
the phifosophy of the unit (24).

Particular aspects of this PTSD unit that may differ from other
PTSD units include the following: 1) the unit also housed general psv-
chiatric patients who participated in some unit-wide groups wich the
PTSD patients; 2) individual thu‘apv was provided by both perma-
nent staff clinicians and trainees in psychiatry and psychology; 3) the
staff included only one nurse who had served in Viernam; 4) most
PTSD patients participated in rescarch studies, some of which n-
volved intense, if brief, exposure to combat-related stimuli; and §) the
staff composition of the unit had remained extremely stable over the
course of 10 years and through the period of chis study.

Sutbjects

Subjects consisted of male Vietnam war zone veterans diagnosed
with PTSD (determined by a cutoff score of 107 on the Mississippi
PTSD scale [25}) who were consecutively admitted to the specialized
inpatient unit over the course of six cohorts, from September 1989 to
September 1991. A total of 74 veterans were admitted during this
ume. Ten dropped out or were expelled from the program. Thirteen
veterans did not complete the follow-up evaluations. Therefore, a to-
tal of 51 veterans form the subject pool for this analysis. Comparison
of the 23 excluded veterans with the remaining 51 on demographic
and symprom variables (age, marital status, education, employment,
income, and PTSD and psychiatric symptoms) showed no significant
differences.

Measures

The War Stress Interview (7) is a 2-hour structured clinical inter-
view consisting of a battery of established scales relevant to the studv
of PTSD and combat-related trauma. Among the standard interviews
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and scales incorporated mro the War Stress Interview are the Mis-
sissippr Scale tor IS 12510 the Structured Clinical Interview for
DSNEE265 the Revised Addiction Severiey Index (27), the Combat
Exposure Seale Q281 dhe Briet Semprom Inventory {29), the Lauafer-
Parson Guale Inventory £305 measares of violent behavior and idea-
ton te.g. cnmimal charges, destruction of property, domesue violencee,
desire 1o hart othersy (311 contace with intmates and partcipation
m sociabactivities (32
prior use of VA and non VA treaument services and satisfaction with

those servi
PROSC SCrvices,

Loasarvey of pre- and postniliary traumas, and

Inadditon, patientselt-cvaluations were administered at discharge
and at follow up. These consisted ot S-point Likert scales used to rate
improvement {score= 1) or worsening (score=3) in 14 symprom and
funcuonal domame.

Duata Collection

Assessments were conducted by rescarch assistants not associated
with the chnical program and occurred within 1 week of admissson,
at discharge (4 months fater), and at 6, 12, and S months afrer dis-
charge.

Data Analysis

Any attemipt to track adjustment over time s subject to the prob-
fem of missing data at one or more of the tme points. Recent devel-
opments i statstcal research have given rise to random regression
modehng tor use with nissing dara for repeated measurements (33).
The random regression approach uses the available data from cach
mdividual, augmented by data trom all other individuals, to estimate
the trend line across all time pomnts tor cach individual. In this way,
the maximum amount of informatton in the data set is used in the
analyses, thus avoiding distortion due to selective dropping of cases
or time points. We have adopred the approach developed by Jennrich
and Schluchter (34) for modeling missing data for repeated measures
through use of structured covariance matrices. The particular soft-
ware emploved m this study was the 3V program of the BMDP sta-
tistical package (35).

The analyuc strategy consisted of assessing differences during
treatment (admission to discharge) and over the posttreatment period
(discharge, 6-month, 12-month, and 18-month time points) and, fi-
nally, overall change (admission to 18-month follow-up). Student’s
tests were used on the patient evaluations to test the item means
against the null hypothesis (i.e., no change). All tests were corrected
for multiple comparisons by the Bonferroni correction.

RESULTS

Table 1 presents baseline information about the
study group, which shows significant illness and dis-
ability. Mean age was 42.7 years (SD=2.3), and educa-
tional level averaged 12.9 years (SD=2.3). Approxi-
mately three-fourths of the subjects were unemployed
and 78% were applying for either an increase in or the
establishment of service-connected disability pay-
ments. Mean total monthly income was $1,099 (SD=
$1,130). All subjects met DSM-III-R criteria for PTSD,
averaging three intrusion, five avoidance, and four hy-
perarousal symptoms. The mean Mississippi scale
score was 130.0 (SD=15.9), well above the cutoff of
107. We found that the subjects suffered a marked
number of noncombat traumas before (mean=3.9, SD=
4.0), during (mean=2.0, SD=1.9), and after (mean=6.4,
SD=3.7) the war, such as child abuse, witnessing
deaths, disasters, or criminal violence. In fact, 45% re-
ported being abused as children, beginning at the mean
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TABLE 1. Characteristics of 51 Male Veterans With Combat-Related
PTSD at Admission

\ariable N i

Caucasian 44 SO
Service-connected disabiling 2 41

ASRIIRIASRITTN

Married 20 39
Separated or divorced 23 43
Smgle N 6
Branch
Arnn 29 57
NMarines 16 31
Navy 3 6
A Force 3 6
Fmploved 14 27
Living arrangement
Private home 34 67
Hospital 14 27
Homeless 3 (5
Psvehiatie syimprams
Serious depression ilitetmees 30 98
Artempred sucide thfeume) 26 31
Severe suiaidal thoughes (past 30 davs) 16 31
Artempred suterde (pase 30 davy) 2 4
Drug overdose (htetme) 20 39
Current problems with alcohol 3 6t
Current problems with drags 18 35
Phvsical or sexual abuse as chidd 23 43
Cuarrent comorbid disorders
Major depression 37 73
Anxiety disorder I8 3S
Personality disorder 33 65
Substance abuse 42 82
Psvehotie disorder 6 12

age of 7; however, no independent confirmation was
obtained. In addition to PTSD, most had geveral co-
morbid psychiatric disorders (table 1). Half had at-
tempted suicide, and 39% had overdosed on drugs in
their lifeime. On average, each veteran had had 7.2
(SD=7.4) previous hospitalizations, and 50% were
currently taking psychotropic medications. They had
spent, on average, 38.1 days (SD=52.4) in the hospital
during the previous 6 months. Half had received pre-
vious inpatient treatment for PTSD, and 62% were in
outpatient treatment at the time of admission, averag-
ing one visit every 2 weeks.

Table 2 presents the results of outcome measures
from admission, discharge, and the three follow-up
points. Between admission and discharge, veterans re-
ported improvement in psychological distress (Addic-
uon Severity Index), family problems, violence, and the
number of people they felt close to. The number of days
worked decreased because subjects were in the hospital.
Between discharge and 18-month follow-up, veterans
reported fewer legal problems and increases in service-
connected disability payments and days worked. How-
ever, they reported worse outcomes on psychiatric
symptoms, personal and survivor guilt, suicide at-
tempts, family problems, and the number of people they
fele close to.

Between admission and 18-month follow-up, the
study group showed increases in PTSD symptoms and
other psvchiatric symptoms and improvement in prob-
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*p<0.05. *p<0.01.

POSTTRAUNTATIC STRESS DISORDER

TABLE 2. Measures of Changes in Symptoms and Social Functioning Over Time for 51 Male Veterans With Combat-Related PTSD at Admission

Difference
Inpatient Phase Follow-Up Phase Between
Adnussion
Admission Dhischarae , 6 NMonths 12 Months 1S NMonths R and 18
- Y R A Months:
Measure Mean 8D Mean 5D (dt=1y" Mean SD Mean SD Nean SD (di=1r oy di=t1e
Nississippi PISD _
scale 12930 1539 132.69 1630 nst 135.06 14.79 132,80 1918 13487 1707 n.s 7830
Brief Symprom In:
ventory 217 .69 223 070 nst 2,56 0.64 246 0.72 249 063 13,147 9.36%0
Guilt Inventory 3.08  0.83 .07 0.88 nst 3.7 082 3,35 0.86 337 081 921 st
Addiction Severity
Index
Psyehiatric prob-
lems 0.64 0.14 0.52 0.5 25597 0.63 015 .67 013 063 016 2421 o } s,
Alcohol problems 0.17 0.23 019  0.23 n.s. 0,20 0.17 015 0.18 1S 013 TR na.
Drug problems 0.10  0.14 013 0.16 n.s. 0.0 0.1t 0.09 0.10 008 0.1 n,\v&’ n.s.
Medical problems 046 0.45 037 0.27 n.s. 046 0.30 0.37  0.537 .28 036 s ns.
Legal problems 021 032 0.24  0.25 n.s. 013 0.20 ot 021 0.1 024 T9seh 9.34
Fanuly problems 0.28  0.32 0.10 018 15.08%* 0.26 0.24 021 0.26 019 0.24 96470 n.s.
Violent actions or
thoughts* 14.00  6.37 11.46 4.50 11.73 FL.31 6.2 11.48  5.06  10.23 5.50 nst 16.58%%"
Suicide attempt
(past 30 days) 0.04  0.20 0.05 0.21 ns. 0.00  0.00 013 0.30 0.09 0.30 991+b n.s.
Number of people
close to subject 10.64 919 16,51 8.84 11.26%% 11.54 7.86  11.09 826 1247 862 1453+ n.s.
Social participation® 10.20  5.01 9.41 477 n.s. 9.49 448 9.69 478 1114 451 nat n.s.
Days worked i tast
month 2.74 638 0.03 0.14 8.72% 3.26 609 248 5.84 363 7.42 12,0250 n.s.
Service-connected
disabiliryd 1.66 1.33 1.69 1.23 ns.” 236 1.16 242 1.29 201 149 17117 5 11.43%=b

aAll p values have been corrected for multiple comparisons with the Bonferroni correction.

PN=50.

Scale scores ranged from O to 32.

dScale scores ranged from 0 to 4.
##¥p<0.001.

lems related to legal matters and violence. In addition,
reduction in violence was significantly correlated with
decrease in family problems (r=0.57, N=51, p<0.001),
increase in the number of people the subject felt close to
(r=—0.41, N=51, p<0.01), and decreased employment
(r=0.42, N=51, p<0.01). Employment showed a con-
tinuous decline from 3 years before admission (55%
employed), to admission (27% employed), to 18-month
follow-up (20% employed). Veterans were receiving
significantly more VA service-connected disability pay-
ments at follow-up (35% received more than a 50%
disability rating, compared to 24% at admission). Par-
ticipation in outpatient treatment, however, increased.
At 18-month follow-up, 88% were in outpatient treat-
ment, compared to 62% at admission. The frequency
of outpatient visits increased significantly, from 17.6
visits {(SD=17.5) in the 6 months before inpatient treat-
ment to 31.7 visits {SD=24.7) in the 6 months before
the 18-month follow-up (t=3.29, df=49, p<0.01).

At discharge, veterans identified family relationships,
substance abuse, self-esteem, hope, and feeling that one
had come home as areas improved by the program.
Symptoms such as anxiety, flashbacks, depression, and
sleep disturbances were least affected (table 3). Anxiety
was, in fact, reported to have significantly worsened at
discharge. These rankings were significantly stable 18
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months later (r=0.91, N=14, p<0.001); Fxowever, all
measures were rated as significantly less improved than
at discharge, indicating that the veterans perceived
some deterioration in their condition. At follow-up,
ability to relax, depression, flashbacks, sleep problems,
and anxiety were rated as having significantly worsened
as a result of the program.

DISCUSSION

Overall, the major positive impact of this inpatient
PTSD program appears to have been on interpersonal
and morale elements, rather than on core PTSD symp-
toms, substance abuse, or the capacity to work. Levels
of violence and violent thoughts and legal problems
showed sustained improvement. The significant de-
crease in family problems and increase in the number of
people the veterans felt close to at the time of discharge
suggests that the veterans showed an improvement in
relating to others, which, being significantly correlated
with reduction in violence, may be associated with a
diminution of anger or aggression. Unfortunately, these
measures returned to previous levels at follow-up, de-
spite continued outpatient treatment. In addition, the
positive changes appear to be accompanied by in-
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creased mreernal distress, as indicated by the
rise in scores on the Brief Symptom Inventory,

JOHNSON, ROSENHECK, FONTANAL T AL

TABLE 3. Self-Report Ratings of Effectiveness of Inpatient Treatment, at Dis-
charge and Follow-Up, by 51 Male Veterans With Combat-Related PTSD

Mississippi scale, and Guile Inventory from ad- Discharge Follow-Up
mission to follow-up. [ris possible that the pro- oot oot
aram challenged the largelv externatizing de- SIS e
fenses of the vererans, which improved their Measure Mean 85D Rank Mean 5D Rank
capacuy tor relating to others, vet increased Family relationships 59 104 | Yoy 100 |
their affective distress, Drug or alcohol problems 2450 o4 2 2.80 1.3 2
Work-related factors generally showed con- Self-esteem 2470104 > 298 L1y 3
tinued worsening after inpatient treatment. Hope 2480104 4 44 126 ?
Only receipt of service-connected disability Fecling that onehad . < -

; . N . : come home 2.60 1,10 S 3.30 (.22 4
paviments increased. Of mrerest s that reduc- Abitity to express Tove Sen 106 o 330 LG 5
tion i violence from admission to [8-month Sense of control 283 104 7 3.32 112 7
follow-up was closely associated with de- ey 287 “:‘) : ”% 'l’ o
creased employment, which suggests that the ST VRO ot N
most positive finding i the study, reduction m Depression Vi 17 1 64 L1011
violence, may be a secondary effect of decrease Flashbacks 3te L4 12 3500 106 )
in job-related stress and not a primary effect of - Sleep 3260 12913 372012513
the treatment. These results collectively suggest  Anien 3560 104 14 3920 14

the lack of sustaimned improvement in PTSD
svmptoms in this population and as addressed
by this treatment program.

One possible explanation for the worsening
of symproms is regression to the mean, due to the se-
lection bias built into the admission criteria for the
PTSD unit, which required veterans to have achieved a
degree of stability in their PTSD symptoms, suicidality,
sobnety, and living arrangements before admission. At
admission the group was therefore less symptomatic
than the overall population mean of treatment-seeking
veterans. Evidence for this is suggested by comparing
the admission Mississippi scale scores for the study
group (mean=130.0, SD=15.9) and the next six co-
horts admitted to the PTSD unit (mean=132.4, SD=
14.2) with those of a group of 45 patients consecu-
tively admitted to the brief treatment program for
PTSD veterans in crisis (mean=141.1, SD=16.3). The
study group’s mean Mississippi scale scores increased
to 133.2 (SD=13.8) at discharge and to 135.3 (SD=
13.6) at 18-month follow-up. Scores on the Combat
Exposure Scale were the same for all three groups
(mean=31.1, SD=8.0). Regression to the mean as a fac-
tor could be investigated by a study that compared out-
comes from PTSD units with those from brief pro-
grams for veterans in crisis.

A second explanation could involve idiopathic re-
porting bias. Because the attention of treated veterans
was focused on their symptoms through illness educa-
tion, psychotherapy, and group support, they may have
become highly sensitized to and have more closely
monitored their symptoms, leading to a tendency to
overestimate their symptoms on self-report measures.
This possibility could be further studied by comparing
self-report measures with clinical interviews in symp-
tom assessment.

A third possibility is secondary gain due to veterans’
application for or receipt of disability payments, which
required them to continue to report high levels of
symptoms. Nearly 80% of the group was subject to
these influences. However, in post hoc analyses no sig-
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IScale scores ranged from 1 (much improved) to S {much worse).
Pp<0.05 (significandy greater or less than no change [value of 3.00]; student’s t
tests with Bonferroni correction for multiple comparisons).

nificant differences in outcome were revealed between
veterans with or without disability payments, between
veterans applying for or not applying for payments, or
by level of disability awarded. Nevertheless, the possi-
ble confounding effects of the disability system on the
treatment variables with this population need to be
considered.

The fourth possible explanation of the results is that
intensive inpatient treatment programs in general may
exacerbate PTSD symptoms by uncovering traumatic
memories and stimulating a chronic condition that is
highly sensitized. If the veteran’s acute distress is initi-
ated largely by current life stresses (e.g., unemploy-
ment, family tension, substance abuse), exploration of
past traumas may miss the mark and contribute to
symptom expression. Solomon and her colleagues re-
ported results very similar to those of the present study
in their extensive treatment effort with combat-related
PTSD in Israel (36). Despite clinical impressions of
success, psychometric data consistently showed that Is-
raeli veterans who received intensive residential treat-
ment were doing worse, in terms of both symptoms
and social functioning, at 9-month follow-up than an
untreated control group (36). Similarly, in a study of
554 veterans in VA outpatient treatment, Fontana and
Rosenheck (20) found that contrary to expectations,
there was a tendency for veterans at less intensive treat-
ment sites to do better than those at more intensive
sites.

If intensive treatment may exacerbate symptoms,
then shorter term inpatient stays that attempt to stabi-
lize and support veterans and return them as quickly as
possible to the community may be more beneficial, or
as beneficial but less costly. Rehabilitation-oriented
partial hospital treatment may be preferable, as has
been discovered for other chronic conditions, notably
schizophrenia (37). Perhaps the findings of numerous
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studies in the 1970s concerning inpatient treatment of
general psychiatric condinions are also true of this
population with chrome PTSD: that long-term inpa-
tient treatment is no more effective than shorter term or
less mtensive iterventions (38-41).

The limitanons of this study include 1) small group
size, 2) rehiance on data from only one program, 3) lack
of treaument control subjects, and 4) reliance on self-
report measures. Nevertheless, this study raises so-
bering possibilities: that the current PTSD unit model
within the Department of Veterans Affairs may not
result in sustained improvement or that the fundamen-
tal assumptions underlving treatment philosophy
(trauma-focused exploration within a homogeneous,
sanctuary-type environment) are incorrect. Before
such conclusions can be drawn, however, comparative
studies and cost analvses need to be conducted with
larger groups and across different types of programs
varying in intensity, length of stay, treatment modali-
ties, and focus on trauma versus rehabilitation. In ad-
dition, comparative analysis of treatment responders
and nonresponders on relevant patient variables may
lead to the development of treatment matching strate-
gies. The specialized mpatient PTSD programs are a
part of our country’s belated response to the psychiat-
ric needs of Vietnam veterans. However, it is impor-
tant that good intentions be balanced with rigorous as-
sessment of efficacy, or our promise to veterans will
remain an empty one.
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